A 3000-g term infant was born to a 30-year-old gravida 6, para 3 Hispanic female. A prenatal ultrasound demonstrated left hydronephrosis, cleft lip, and an abnormal intracranial echogenicity in the fetus (Figure 1 ). At birth, the weight, length, and head circumference were normal; Apgar scores were 8 and 9 at 1 and 5 minutes, respectively. An incomplete cleft lip and upper gum were observed at birth. Additional abnormalities included hypertelorism, a bifid nose, a nasal mass, clefting of the alar nasi, and a cavernous hemangioma of the left shoulder. Cranial CT scan and MRI scan were performed (Figures 2 and 3 ).
DENOUEMENT AND DISCUSSION
Intracranial lipomas are uncommon lesions whose development remains poorly understood. The most common variety is a lipoma of the corpus callosum. Other midline defects may be present, such as agenesis of corpus callosum, meningomyelocele, and spina bifida. Other common intracranial locations for lipoma include the pericallosal quadrigeminal plate and tuber cinerium.
Intracranial lipomas had traditionally been considered as tumors of the adult. There is no doubt that in the pre-CT era many cases of intracranial lipoma were not diagnosed. In recent years several papers have been published regarding the diagnosis of lipoma of the corpus callosum by CT scan; 1 -4 several of these studies were in children. The relative frequencies of the locations of the lipomas correspond to the temporal sequence of dissolution of the meninx primitiva, the mesenchymal anlage of the meninges. The explanation is that there is a congenital disorder in the orderly resorption of the meninx primitiva, which normally produces the subarachnoid spaces. This accounts for the subarachnoid or cisternal space location of lipomas. The persistent mesenchyme subsequently differentiates into fatty tissue. This may also contain calcifications and membranous bone. This embryology concept of the development of intracranial lipomas explains the high frequency of other brain hypoplasias. Intracranial lipomas are neither hamartomas nor true neoplasms; rather, they are considered congenital malformations. 5, 6 The relationship between intracranial lipomas and an extracranial nasal lipoma indicates excessive proliferation of fatty tissue from early embryonic stages. This occurs before closure of the anterior neuropore, and entrance of part of this tissue into the prosencephalic zone during this period. A nasal lipoma was present in our patient.
Diagnosis, made on the basis of CT and MRI findings, depends on the demonstration of the characteristic fat density on CT and signal intensity on MRI. CT may show marginal calcifications not seen in MRI. 7 Nevertheless, MR is the procedure of choice for evaluation of the corpus callosum because of the capacity to obtain direct coronal and sagittal image without the need of reconstruction. Sonography may be useful in prenatal diagnosis such as our patient; the site and echogenic appearance are characteristic. Differential diagnosis includes other midline diseases, such as dermoid cysts, teratomas of the corpus callosum, and other tumors, especially germinomas. 
